Abstract: This paper describes age-adjusted mortality from malignant neoplasms for Native Americans in North Carolina for 1968-72 and 1978-82. Sex-specific standardized mortality ratios were calculated from death certificate data, using the cancer mortality experience of White North Carolinians to obtain the number of expected deaths. For most categories and specific sites of cancer, mortality was at or below the expected level, but higher than expected mortality was found for genitourinary cancers in males
Introduction
The epidemiology of cancer in Native American tribes in the eastern United States is not well described. Studies ofthe Seneca Nation in New York State found lower than expected mortality from cancers of all sites for males and females of this tribe. 1.2 In comparison to White residents of New York State (exclusive of New York City), Seneca women had lower mortality from cancers of the pancreas and breast, but higher mortality from cervical cancer; Seneca men had site-specific cancer mortality at or below the expected level. ' Native Americans nationally and in the Southwest show a lower than expected overall cancer mortality and incidence.34 Alaskan Native Americans experience a level of mortality and incidence from all cancers which is similar to White Americans.5-9 For specific sites, elevated mortality (and incidence) is found for cancer of the gallbladder (particularly for females),37,'0-'3 esophagus and nasopharynx (for Alaskan Native Americans),5,6.8'14,15 stomach,'6.17 cervix,3,5,81'8,'9 and multiple myeloma (in males).20 Significantly lower mortality (and incidence) is found for lung cancer,3,57,1'621 cancer of the female breast, 6.7,8,16 melanomas,3.6 lymphomas and leukemias,20 pancreatic cancer,3'16 colon cancer,3 and cancer of the prostate gland (particularly for Eskimos and Aleuts).3.5-8 Alaskan Native
Americans have an increasing incidence of lung cancer for both sexes; for females, esophageal White residents of both sexes, the proportion of cancer deaths within each category is fairly stable between the two periods. Among male Native Americans, deaths from cancer of the digestive organs and peritoneum decreased, but deaths from cancers of the respiratory and intrathoracic organs increased. For female Native Americans, deaths from cancers of the digestive organs and the peritoneum increased, but genitourinary cancer deaths decreased. None of the differences between time periods were statistically significant. As Table 2 shows, Native Americans experienced a generally lower or equal level of mortality from the various cancers to that expected based on the experience of White North Carolinians. The only clearly elevated SMR is for genitourinary neoplasms in male Native Americans for the 1978-82 period (SMR = 1.62, 95% CI = 1.15, 2.21); the SMR for this category is also elevated for 1968-72.
The SMRs in Table 2 suggest that changes in cancer mortality for Native Americans may have occurred between 1968-72 and 1978-82. There is an increase in the number of cancer deaths for Native American females from significantly below to near the expected levels for digestive organ and peritoneum cancers. A similar change occurs for respiratory and intrathoracic cancer mortality for male Native Americans. Also as noted previously, deaths from genitourinary cancers increased from a level similar to the expected number to a higher number for male Native Americans. Both sexes may also be experiencing an increase in cancers of the lip, oral cavity, and pharynx. Table 3 shows the SMRs associated with specific cancer sites which have been identified as having significantly above or below expected mortality for Native Americans. The SMRs for each three-digit site are available on request to the author. Most deaths from cancer at the various anatomic sites are at levels similar to that found among White residents of North Carolina. Deaths from cancer of the breast and colon are lower than expected in both time periods for females. Mortality from cancer of the cervix uteri was more than twice that of Whites in 1968-72 and in 1978-82. A slight increase in mortality from prostatic cancer is indicated; and rates are elevated in both periods. Mortality from cancer of the penis and other male genital organs (ICD 187) is also significantly elevated in both periods.
Discussion
The Native Americans in this report represent several tribes which have bred extensively with other racial groups, and yet their cancer mortality experience generally follows that of Native Americans elsewhere in the nation, with lower than expected mortality from cancers of all sites, respiratory and intrathoracic cancers, and cancers of the female breast, but a higher than expected mortality for cancer of the cervix uteri. The higher mortality from prostate cancer seen in this study was also found for Alaskan Indians.3,5,6.8 A unique finding of this study is the elevated mortality from cancer of the penis and other male genital organs (ICD 187). Unlike Alaskan Native Americans, no nasopharynx cancers were reported in either study period. Nor was there a higher than expected mortality from cancers of the gallbladder and stomach which are common in tribes of the Southwest.
Clearly elevated mortality in North Carolinian Native Americans was found only for cancers of the prostate, male There is indication that the cancer mortality experience of North Carolinian Native Americans may be worsening, which would suggest that the lower than expected cancer mortality for Native Americans is more strongly related to environmental factors than to genetics. Although the number of cases is too few for definitive conclusions, an increase in mortality may be occurring from: cancer of the lip, oral cavity, and pharynx for both sexes; cancers of the respiratory and intrathoracic organs, and genitourinary organs for males; and cancers of the digestive organs and peritoneum for females. For specific sites, an increase in mortality may be occurring for cancer of the prostate and the trachea, bronchus, and lung for males. It has been suggested that lung cancer mortality is increasing in Alaskan Native Americans as well.6,7 Information on the use of tobacco products such as snuff and chewing tobacco by Native Americans in North Carolina is not available, although several reports indicate high prevalence of tobacco use among younger Native Americans elsewhere. 3740 It is recognized that the patterns reported in this study may reflect several biases. There is the possibility of racial misclassification bias in the mortality statistics, although its presence and magnitude have yet to be determined. Moreover, the age-specific population data for Native Americans in 1970 are only estimates. Diagnostic bias may also be present; however, the proportion of "other and unspecified" cancers has remained stable over time. The data also reflect coding under the eighth and ninth ICD; however, the two revisions are essentially identical for neoplasia. Perhaps of more concern, the data were aggregated across tribes which could obscure patterns of cancer mortality within tribes.
I HUD Issues Guidelines on Lead-Based Paint Abatement
The US Department of Housing and Urban Development (HUD) has issued the first federal guidelines for the identification and abatement of lead-based paint in all public and Indian housing developments. The interim guidelines, signed by HUD Secretary Jack Kemp and published in the Federal Register, became effective April 1 and apply to all rehabilitation programs in public housing from that date forward.While the guidelines are recommendations and not mandatory, they represent the first national technical rules and procedures for testing, abatement worker protection, clean-up and disposal of lead-based paint in residential structures. The standards outlined in the 160-page document include several procedures for lead paint testing and removal that have proven effective in cities where lead abatement programs are mandated, such as Baltimore and Boston. Lead-based paint is believed to exist in about 40 million homes, or 40 percent of the country's housing stock where lead paint was used prior to 1970.
The federal guidelines recommend three accepted abatement strategies: complete replacement of all lead-painted surfaces, encapsulation or sealing of lead-painted areas, or paint removal. The guidelines outline the various methods of paint stripping, sanding and chemical processing, and the appropriate precautions to be taken with each, including daily and final clean-up. Proper clean-up procedures involve a thorough vacuuming, using a High Efficiency Particulate Air (HEPA)-filtered vacuum, followed by wet wiping with a high-phosphate solution, followed by a second HEPA vacuuming. The guidelines also recommend that sanding flat surfaces should be done with a sander attached to a HEPA vacuum that can collect the dust particles as they are released. Nilfisk of America, Inc 
